1. The presence of the pubic bone inferiorly 2. The presence of the bladder and major vessels posteroinferiorly 3. The absence of the posterior rectus sheath However, this is not dissimilar to other hernias that we place under the umbrella 'ventral hernia.' Take subxiphoid hernias, for example. Even flank hernias or hernias through appendectomy scars have peculiarities by themselves. Should they constitute a separate class each for themselves? I think not. We may call each one a special variant in the ventral hernia class.
In the history of laparoscopic hernia surgery, we are all witness to tremendous change, often at a bewildering pace. From the initial days of the intraperitoneal approaches to groin hernia using a cigarette roll of mesh shoved into the inguinal canal to the current trends of endoscopic and robotic extraperitoneal posterior component separation techniques, we have come a long way, and our journey does not seem to be complete. Quite the contrary. When we have accepted the laparoscopic approaches to groin, umbilical and ventral hernias as standardized procedures, what stops us from doing so in SIH?
Yes, there is paucity of data. Which is why it is important to keep an open mind and pursue minimally invasive options in a trial setting, to evaluate the short-as well as the long-term results of these approaches.
The trend in ventral hernia surgery in advanced centers around the world seems to be to extraperitonealize the mesh. In suprapubic hernias (as with other locations), this author has been working on the e-TEP approach along with Belyansky et al. [2] , and the initial results (to be published) seem to be promising.
How far this will be used across the world for SIH remains to be seen. It is my opinion that to call open retromuscular repair the standard is still premature. We need to collect more data and await the results.
